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F 008 [ INITIAL COMME .. .
OMMENTS F 000 This Plan of Correction is sybmitted
AMENDED: March 22, 2013 as required under Federal and State |
F 157 | 483.10(b}(11) NOTIEY OF CHANGES F 157 regulations and statues applicable to
§8=D | (INJURY/DECLINE/ROOM, ETC) long-terth care providers. This Plan
of Correction does not constitute an
A facility must immediately Inform the resident: . . 4 e1s -
consuft with the resldent's physician: and if admission of liability on the part of
known, nofify the resident's isgal representative the facility, and such liability is
o!r:gg intterest;e? fagley melaénber W?e;‘n therleu is ap hereby specifically denied. The
accldent involving the resident which results in $og) £ this Pl t
injury and has the potenflal for requiring physieian subm'lssmn. of this Plan ciﬁzsfnoﬂi ,
intervention; a significant chanpe in the resident's constitute agreemr’:nt by actlity
physical, mental, or psychosocial status (i.e., a that the surveyors’ findings or
delermraﬂfiﬁ in lhfesaﬂth, menigl, or pcrl;ymﬂsacial conclusions are accurate, that the
status in either life threatening condifions or : St i
clinical complisations); a need to alter reaiment ?hndlt%gs consutu::ic @ def_iclency, gF
significantly (... a need to discontinue an at the scope and severlty regarding
existing form of treatment due to adverse auy of the deficiencies are correctly
consequances, or to chHmmence a new form of applicd.

treatment); or a decision to transfer ot discharge
the resident from the facility as specifled in
§483.12(=),

The faciifty must also promplly notify the resident
and, if known, the resident's legal representative
or interasied family member when there is
changs in room or roommate assignment as
specified in §483,15(e)(2); or & change in
rasident rights under Fedasal or State |aw or
regulations es apecified [n paragraph (b){1) of
this section.

The facility must record and periodically updste
the address and phone number of the resldent's
legal representaiive ar interested family mamber.

This REQUIREMENT is not met as avidenced
'S OR FROVIDER/SUPPLIER REPRESENTATIVES SIGNATURE TITLE (? X0) DA
/443

) Hiathe, Divee

"] o .
Any deficlency statement endlig with an asterisk (*} dienotes a deflolency wiich ihe institution may be oxcused from correcting providing i Is datermined that
uth’:rar saleguards provide sufficiant grotastion & the patlents, (See Inatnictions.) Except for nursing homes, the Andings states above are disclosable 80 days
follow!ng the date of survey whaiher or not a plan of conedtion Is providad. For nursing homes, tha sbove findings @nd plans of coreclion are disclosabla 14
days fliowing the date these dasuments ane eeada avallabla to the faclty, If deficiencies ane clked, an approved plan of conaction is requisite ta canlinued

program participation.

TIRY DIRE
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Based on medical record revlew, raview of facllty ORRECTIVE ACTION:

investigation, observallon, and interview, the
faollity failed to notify the physiclan of a degline In
ambulation and transfer for one resident (#123) of
forty-one residents roviewed.

The findings includec:

Resident #123 was admitted to the facillty an July
26, 2012, with diagnoses including Altared Mantal
Sialus, Dlabetes Mell#us, and Arthris,

Madical resord review af the quarterly Minimum
Pata Set (MDS) dated January 14, 2013,
revealed the resident required supervision for
transfars, walking in rocm, corrddar., igcomotion
on and off urnit, and no moblle devices.

Medlcal record review of Nursing
Rehabilltation/Restorative Care Dally Flow
Record dated February 22, 2013, revealed
"...PROM (Passlve range of motion) BLE
(bliateral lowsr extremities) and ambulation 4

: imes a week. Res (rosident) avaraged 24-88 ft
I (fest) this week...”

{ Medieal racord review of a Rehabilitation Services
Multidisclptinary Screening Taol dated February
27, 2013, revealad "...Patiant had fall on 22843
with no injuries noted...Patient variaz from uging
manual WC {wheelchair) to amb (ambulating)
with RW (rolling walker) to amb without assistive
deviea in living environment depandant on the
day, time & (and) how (resident) foels.. .Bed
Mobility sup (supervise) for safety...transfers sit fo

Resident #123 was transferred to
hospital for treatment per MD order
on 3/11/13,

RESIDENTS WITH POTENT
TO BE AFFECTED:

Nurses notes for all tesidents will be
reviewed for changes in condition to
ensure appropriate notification to
MD.

SYSTEMIC CHANGES:

Licensed nurses were ingerviced on
3/26/13 by the Staff Development
Coordinator on changes in resident
condition/ notification to MD

MONITORING:

24-hour reports will be reviewed by
Ditector of Nursing/desigoes to
identify resident changes in
condition, with subsequent audit of
nurses notes to ensure notification to
MD. Results of audits will be
presented by the Director of Nursing
and reviewed in monthly
Performance Improvement (PI)

stand sup for safely...halance & committee meeting for 3 months. | 4/14/13
falls.,.Fair...appropriate in manual we, able to
FORM CMS-2867{02-89) Previous Versiona Ohsalale Evant ID:AETE1 Faclity IB; T2 If continuation shest Page 2of 16
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Continued From page 2

prepel...Not appropriate for skllled therapy at fnis
time.. "

Madlcal record review of a Nurse Prograss Note
dated March 1, 2013, at 8:33 a.m., revealed
"...Resident noted lying In floor on Rt (right) side
betwesn,..wheelchair and dining roem
chair...peers notad resident leanmy forward with
piece of toast in floor to residents RL side...no
injuries noted...Neurn (neurclogical) checks
complated and WNL {with in normal limits).."

Review of a facility invastigation dated March 1,
2013, revealed '...resident was leaning forward 1o
pick up a plece of toast on floar and fell... Transfer
to regular straight back chair for meals.,. Therapy
intervention baginning 3/4/13..."

Medlcal record review of a Nurse Progress Note
dated March 1, 2013, at 3:05 p.m. and 1158
p.m., revealed the reeldent had no complaints of
pain,

Medical record review of a Murse Progress Note
dated Mareh 2, 2013, at 1:59 p.m., revealed
"...unabis to stand for incontinent care...lift uzed
due o BLE weskness..." Medical record review
of a Pain Flow sheet dated March 2, 2013, at
6:00 p.m., reveated “...c/a (complained of} pain
legs...6 {intensity scale of 0-10)...Tylenol 850 mg
{roflligrarn)...no afs (signs or symptoms) after 1
hour..." Medical record review of a Nurse
Pragress Note dated March 2, 2013, at 11:53
p.m., revealed *...Neuro's WNL...Na problem
noted...” Madical record review of a Nurse
Progress Note dated March 8, 2013, at 5:11 a.m..
revealed "Res heard yalling for momma earlisr
this am, attempfing to get oob (out of bed) with no

167
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Continued From page 3

assist...res t/o pain to R hip and generalizad
pain...Med {(medicatad) with Tylencl with effective
refief at present,.." Medieal record review of a
Nurse Progress Note dated March 3, 2013, at
3:13 p.m., revealed "...rasident up in wie...veuro
checks continue and WNL...No volced ofo paln to
right hip or extremity,.ROM WNL, no abnormal
rotation noted..."

Medical record review of 3 Nursing
Rehabilitation/Restorative Care dally Flow Record
RNA (Restorative Murse Aida) Commant dated
March 4, 2013, revsaled "...not able t¢ stand,..”

Medical record review of a Physlclar'a talephone
order deted March 4, 2013, rovealed “...PT
(physical therspy) to eval {evaluate) and freat..."

Medical record review of a Rehabilitation Services
Multldiseiplinary Sereening Tool dated March 4,
2013, revealed " fali on 311/13...Recent
change... Tvansfers sit 1o stand max (maximum) A
(assistance)...Ambulation 2-4 steps with RW with
mod {moderate) A (decrease) stop lengths...
shuffling gait...poor balance...5-6/10 .
bitateral...thighs...wilt pursue aval (evaluation) and
treatment orders..."

Medical recard review of a Plan of Treatment
dated March 4, 20183, rovoaled "...pallsnt has
experienced several falls without injury and Is
requiring a significant increase in asshstanes for
all fransfeys with staff ourrently requiring use of a
Iifi...Patient will progress during gait tralning fo 25
fest en level gsutfaces requiring minimal
assistance with front wheeled walker...verbal
Instruction/cuses in order to raturn to prior level of
functlan...patient will report decreased pain for

F 157

FORM CMS-2507(02-85) Previaus Versions Obaoiota Evant ID: AETB14

Fadlity I0; TH250t

If eantinuation sheel Fage 4 of 18



B3/29/2613 10:54

8658288731

DEPARTMENT OF HEALTH AND HUMAN SERVICES

_CENTERS FOR MEDIC

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

& MEDICAID SERVICES

RIDGEVIEW TERRACE AD

PAGE. B7/24

PRIMTED: 03/22/2013
FORM APPROVED
OMB NO. 0938-0397

(X1} PROVIDERUSUPRLIERICLIA
IDENTIFICATION NUMBER:

445300

(%2) MULTIPLE CONSTRUGTION
2, BUILDING

B, WING

(¥X3) DATE SURVEY
COMPLETED

Q3/13/2013

NAME CF FROVIDER OR SUPPLIER
RIDGEVIEW TERRACE OF LIFE CARE

EYREEYT ADDRESS, CITY, STATE, ZIP CODE
PD BOX 26 COFFEY LANE

RUTLEDQGE, TN 375861

) ID
PREFIX
TAG

BUMMARY STATEMENT OF DEFICIENGCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGLATORY OR LEC IDENTIFYING INFORMATICN)

{0
PREFK
TAG

PHOVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
CROUS5-REFERENCED TQ THE APFROPRIATE
DEFGIENCY)

GOLD’&HN’ ON
DATE

F 157

Continued From page 4

BLES to 3/10 by increased ROM/sirength to
decrease risk of falls..."

Medical record review of a Physiclan telaphone
order datad March 4, 2013, revealed .. frestment
dx (diagnases) difficulty in walking.,.muscle
weakness...pers (personal) hx (history) of falls,..”

Medlical record review of a Nurse Progress Nota
dated March 5, 2013, at $:11 a.m,, revealed
"...Callad and spoke with {Nurse) at (Physician
office) regarding; Increasad lathargy, able to
arouse resident with physicalivarbal atimuli but
resident returns to sleep shorlly after...previeus
lab resuits called and foft with (Nuree)..,"”

Medieal record review of a Physiclan Progress
Nole datad March 5, 2013, ravested *,,.asked to
look at,..(resident}...secondary to increasing
confusion...nurse tonight reporig...not nollcad any
significant change...appears io be
at...baseline...extremities have na
edema...assassment...Remantia...mentgl slatus
appears lo be at basslina...I'm gaing to

reposat.. Jab work...in addition, 1 have asked for g
urinalysls and ammonia level...”

Medical record review of @ Murse Progress Note
dated March 8, 20135, at 8:01 a.m., ravealed
*...Continues to work with PT 5x per week...for
galt, pain management, and transfers...resldent
up to dining roem af present time, trowsy, staff
unable {0 asaist with breakfast.."

Madical record review of a Physaician
Communication dated March 6, 2013, at 8:30
p.m., revealed .. .Complaint: ¢/o R hip pain x
(times 4 days, having ic use lift to help resident

F 157
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Continued From page &

stand...cannct stand,..Do we need and
x-ray?...Physlcian Response...! saw..(wilhout) <o
hip pain at that time ok to Xray...3/8..." dated
received by facitity on March 11, 2043.

Medical record review of a Nurse Progress Note
dated March 7, 2043, at 10;54 a.m., revealed
"...Resident ahzerved alert/canfused wandering
about secure unit i w/e ad (ib...re-direction
raquired fraquenily par staff due to residents
attempt 10 exit seek and ambulate wilhout
asslst..."

Madlcal record review of a Nursing
Rehabllitation/Restoretive Care daily Flow Record
RMA (Restorative Nurse Aide) Comment dated
March 7, 2013, revealed *...res (resident) will not
stand...”

Medical recond review of a Pain Fiow Sheet dated
March 8, 2013, at 11:00 a.m., revealed™... right
hip/fleg pain...Tvienol 850 mg given...no signs o2
symptoms (paln) after one hour...”

Medical record review of a Nursing
Rehabilitation/Restorativa Care dally Flow Record
RNA (Restorative Nurse Aide) Comment dated
March B, 2013, revealed ".. (rasident) lot me wark
legis.. ref (refused} fo...stand up or walk,..*

Medical racord raview of Nurse Progress Noles
end Paln flow gheet dated March 8, 2013,
revealed na decumentallon of pain exhibited by
the tesident and no pain meds ware docuimented
as adminlstered.

Medical record review of a Physician
Communicetion for order request dated March 9,

F 157
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| 2013, at 4:00 2.m., revealed *...Res has been c/o
i pain to R hig for 3~4 days may we gat an xray?."
; Medical recond review revealed .. Physician
; Responige.,. Ordars: | saw {resident) ...no C/O
i pain... since persists...check xray...3/1.."

Meadical record review of @ Nurse Prograss Note
dated March 9, 2013, at 4:23 a.m,, revealed
"...cont. {o ulilize mechanical it to transfer d#t
(due o) res LE {lowsr extremity) weakness.,.”

Medical record review of a Restorative Summary
Note dated March 10, 2013, at 8:12 am.,
revealed "...averaged 5 it this wesk..."

Medlcal record review of a Phyziclan's telephone
order dated March 11, 2013, revealed *...0K to
x-ray ¥ hip..." :

Medical record review of a Moblle Image dated
March 11, 2013, st 1:15 p.m,, l'evealed ", acite
fornoral neck fracture...

Medical record review of a Physlelan's tefephone
order dated March 11, 2013, revezled ¥,_send to
| ER (emergency room)..."

! Interview with Licensed Physical Theraplst

¢ Assistant (LPTA #1) on March 13, 2013, al 10:06

1 &, in the physieal therapy room, revealad on

{ March 2, 2013, 1hoa resident required Increased
assistance with all transfers and a lift had besn

used for transfers. Continued Interview revealad

a Therapy Sereen had been completed on March

4, 213. interview revealed the resident

exparienced g decline and an order for Physical

Therapy evaluation and treatment was obtained.

F 157
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Interview with Certified Nurse Techniclan {CNT)
#3 on Mareh 13, at 2013, at 10:32 a.m., In the
nurse's statisn, revealed the residant had baen
unable to ambulate on Mareh 2, 2013, and this
had been a declire. Continued interview
revesled the CNT reported the decline ta the
Rehabilitation Nurse.

Interview with Licensed Practieal Nurse (LPN} #3
| on March 13, 2013, at 11:30 a.m., in the Segure

! Unit, revealed the third shift nurse reporied {o the
LPN that the resident had not bean able to stand
on Merch 2, 2013, and the lift had baen used,
Continued intarviaw revesled LPN #3 assessed
the resident and no external rotation had bean
noted, Further interview at thie time revealed the
physician had not been notified of the rasidants
decline In transfers and ambulation.

Interview with the Physician on March 13, 2013,
at 11.85 a.m., by telephone, revealed the
Physician had besn notifiad on March § 2013,
related fo 2 change in mental status. Tha
resldent had beert in & wheel chalr when he
arrived, at the table on the secure unit, and the
Physictan had taken the resident to the resident's
raom for examinallon. The resident had bean
examined; the physiclan had palpated on the
legs, did not note any changes, and had not been
aware of a decline in ambulation at that tme.

: The facility natified the Physician on March 8,

1 2013, of a declina in ambulation, the physician

. orderad an x-ray, the x-ray had been obtained on
i March 11, 2013, and the x-ray revealed a

i fractured right hip. Review of 2 signed staterpent
by the Physician dated March 13, 2013, revealed
"...| was asked to sae (resident) on March 5,
2013, The Nurse notifiad ma earlier in 1hat day

F 167

FORM CMS-2687(12-39) Previous Varsions Obsolote Event ID;AETS11

FacKity 1D: THZ004 {f canlinuation sheeot Page 8of16



83/28/2813 18:54 8658288731 RIDGEVIEW TERRACE AD PAGE 11/24

DEPARTMENT OF HEALTH AND HUMAN SERVICER PRI%E&A%%%%?;S

CENTERS FOR MEDICARE & MEDICAID SERVICES OME NQ. 0938-0351

HTATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPUERICLIA TIFLE CONSYRULTION DATE SURVEY
AN PLAN OF CORRECTION ‘ JIDENT!FIDAT!DNNUMBER: A.M;uﬁ:m RU mjmmin.gren

445300 B WING 0371312013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, ZIP CODE

RIDGEVIEW TE EO CARE PO BOX 26 COFFEY LANE
RRAGE OF LIFE cAR RUTLEDGE, TN 37881

(a) 1o SUMMARY STATEMENT OF DEFICIENCIES it PROVIDER'S PLAM QF CORRECTION I D
PREFiX {EACH DEFIGIENCY MUST BE PRECEDED BY FLLL PREFIX (EACH CORRECTIVE ACTION SHOULD be COMPLETION

TAG REGULATORY DR L3C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
BEFICIENCY)

F 157 | Continuet From page 8 157
that (resident) was having some confusion.
{Resldent) had sustained a fail the pravious
week., When | arrived (resident) was siting In a
wheelehair at the dining room table. (Resident)
appeared in no acute distress. (Resident)
Indicated...was doing okay. 1 asked...f wa can
take {resident) to.. room so that | could exemina
(teskdent). During (restdent) examination,
(residant) was rolted from ane side to the offier, |
maved alt of...extremities. During the course of
the examination, there was no indication of pain
either verbally or by gtimacing. Based an this
examination, i is my opinion that {resident) did
not have a ferur fracture at that time."

fnterview with the Director of Nursing on Merch
13, at 12:15 p.m,, confirmed the facility had falied
to notily the Physician of the residenl’s decline in
ambulation and transfers unt an order requast
was delivered to the Physician on March 8, and 9,
2013, was refumed to the fachity and signet] by
the Physician on March 11, 2013 {three days
later).

F 318 483.25(f)(1) TX/SVC FOR Fag
$5=D | MENTAL/PSYCHOSOCIAL DIFFICULTIES

Based on the comprahensive assessment of o
resident, the faclllty must ensure that a resident
who dispiays mental or psychosoclal adjustmant
difficulty recelves sppropriate treatment and
senvices to correct the assessed problem,

This REQUIREMENT is not met as evidenced
by;

Bazed on medical record raview, observation,
ard interview, the facllity falled to fallow
Psychiatric recommentations for one residant
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F 318 | Continued From page @ F 319
(#138) uf forty-one residents reviewad,
The findings nclutled: CORRECTIVE ACTION:
i Resident #136 was admitted to gero-
Resident #138 was admitted to tha facility on sych on 3/26/13. Subseguent psych
October 31, 2012, with diagroses Indluding Boilowoup will Goeut s
Vaseular Demenia with Depression, Delusions, p P )
and Anxiety.
Medical 4 ¢ atourt RESIDENTS WITH POTENTIAL
at record review of a fourtesn day Minimum .
Data Set (MDS) dated February 15, 2013, ]'I)‘O BhE AFFECTEE% ilb
reveated severely impaired cognitively, delusions, -Sye recomm.e:; ons wi e
verbal behaviors 1-8 days per week, and wanders reviewed for residents recciving
daily. psych services to cnsure orders and
Madlzal record naview of a Care Plan dated referrals have been addressed.
Novamber 19, 2012, and updated Fehruary 7,
2013, revealed "...resldent is at risk for physical or SYSTEMIC CHANGES:
mentalddedcllne...dlsease processes will be treated Social Services Director will teview
as neaded through next review.,.provide i rdinat
psychosodial/mental health interventions as psyC# _orders daily and c(_)ordmale
needed.. ¥ provision of treatment with psych
service provider
Medical record review of the Physiclan's
Recaplulation Order's dated March 2013 .
revealed ...42/20/12; Paych (psychiatric) to eval MONITORING' .
{evaluation) and tx {treat) as indicated...” Audits of psych tecommendations
will be conducted by the social
Medical record I"QVEQW ofa PsychgtrichNote dated Worker//Director of Nursing
December 20, 2012, ravealed "...Psychotherapy i .
to eval and bx...Is PGP (primary care physician) in monthly to ensure recommendatious
sgreemant with recommendations...yes..." implemented as ordered. Resulis of
audits will be presented by the Social
Medical record review revealed no documentation Services Director and reviewed in
of & completed Peychotherapy evaluaion. monthly Performance Improvement |
Gbservation on March 12, 2013, at 2:30 p.m.. on (PI) committee meeting for 3
the 400 hal), revealed the resident ambulating par months. 4114!13
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(44) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDERS PLAN OF CORRECTION {53
PR (EAGH DEFICIENCY MUST BE PRECEOED BY
TG | REGULATORY G LSC IDENTEN Mis M PIe. | cROSS REPCRENGED To o Aot | AT
REFICIENCY)
F 319 | Continued From page 10 F 3ia
salf attempting fo exit the securs unit,
Interview with the Soclal Worker on March 13,
2013, al 7:15 a.m.,, In the Social Worker's Office,
confirmed the resident had not bean referred to
the Psychologist for Psychotherapy in December.
F 371 [ 483.35(1) FOOR PROGURE, F 3
$8=F | STORE/PREPARE/SERVE - SANITARY
The facility must -
(1) Procure food from sources approved or
considerad satisfactory by Federa), State or [ocal
authoritles; and
(2) Store, prepare, distribute and serve food CORRECTIVE ACTION:
under sanitary conditions Trays were placed beneath the
condensation pipe in the cooler on
3/11/13 to prevent any condensation
from dripping onto food.,
Condensation pipe wag wrapped with
T U i : s : p
. ;;is REQUIREMENT is not met as evldalnced thicker insulation by Maintenance
Based on obsarvation and interview, the facility Director on 3/29/13 to prevent
falled to malntaln proper sanitation for food further drips.
preparation equipment and hand washing in the
dietary department, Microwave was discarded on 3/11/13
The findings included: and replaced with a new one,
Qbservation and interview on March 11, 2013, Fire extinguisher pipe was cleaned 1
from 9:30 a.m. to 10:18 a,m., in the distary by dietary staff on 3/11/13. f
department, with the Dietary Manager, ravealed :
the following: Dietary staff were inserviced on
1. a condensation pipe located over the top of handwashing procedures on 3/12/13.
uncovered fresh vegetables in the walk-in caoler, Trashcan by sink was replaced on
had 3 steady drip 3/13/13 with a step-operated
trashcan.
FORM CMS-2587(02.98) Pravious Verolons Obsolets Event ID:AETE1 Pacitity [D: TN2B01 {f continuatfen sheet Page 11 of 18
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RESIDENTS WITH POTENTIAL
F 371 | Continued From page 11 F 371 TO BE AFFECTED:
2. @ migrowave had dried food particles on the i : inspected for
aldes, top, and bottom, the glass tum table had a Dl;‘;taﬂry dep;m]’;‘.’n:awas P
brown ring, and on tha inside top 2nd bottom of cleaniness by Lietary
the microwave heavy rust Manager/Assistant Dietary Manager.
3. a fire extinguisher pipe over the stove fop had SYSTEMIC CHANGES:
heavy loose dust particles with food eooking Dietary staff were inserviced by
uncovered Dietary Manager on 3/14/13 on
Interview with the Dietary Manager on March 41, ensuring condensation does not drip
2013, from 9:30 aum. to 10:15 a.m., in the distary onto food in cooler, cleanliness of
department confirmed the following: microwave, cleanliness of pipes
1. the condensstion pipe in the walk-in cooler had above stove, and proper
been dripping over the top of fresh vegetables handwashing procedures.
2. the micrawave had dried foed parlicles and MONITORING:
‘ Eg;iﬁible rust in the microwave on the top and Audits of dietary department will be
conducted weekly by Dietaty
3. the fire extinguisher pise had visible heavy dust Manager/Assistant Dietary Manager
particles and food had been cooking under the o ensure there is no dripping
Pipe condensation in the cooler, the
Observation and [nterview on March 12, 2013, microwave is clean, and the pipe
from 11:43 a.m. ta 11:56 a.m., in the Dietary e above the stove is dust-free.
Department with the Distary Manager, reves . . I be
ihe Dletary Manager washed the hands, opened Hilddwasgmg 1‘{&? ugtl;,ff
the lid of a thirly gallon gray trash can, and conducted weekly by ,
disposed of the paper towels. Development Coordinator/Infection
Intervi ith the Dietary M et on March 12 Control Nurse to ensure proper
nterview with the Dle anager o ) . 5S are
2013, from 11:43 a.m. to 12:10 p.m., in the hmiwzzh“&g Prfcedf“mg;rs il be
Dletary Dapartment, confirmed the trash can lid followed. esu 15 of an
had been dirty and ne step trash can had been presented by Dietary Manager and
available gt the hand washing sink. F 431 Staff De‘;elopmﬂnt MNurse and will be
F 4311 483.60(b), (d}, (8} DRUG RECORDS, owed i thlv PI Commitiee
55=D | LABEL/STORE DRUGS & BIOLOGICALS ;f?e,“’ : ;gr“;";mﬂm_ 4/14/13
FORM SMS-2561(02:89) Provious Varsions Obsolere Evnnt 10; AEYB1S Faefly 1B TN2601 If oortinuetian sheat Fage 12 of 1B
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appropriste aceessory and cautionary
instruetions, and the expiration date when
applicable,

In accardance with State and Faderal laws, the
facility must store alf drugs and bictagleals in
iocked compartments under proper temperature
conirols, and permit ohly autharized personnel to
have accass to the keys,

The facllity must provide separately locked,
permanantly affixed compartments for storsge of
confrolted drugs listed in Schedule I} of the
Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject to
abuse, except when the faciity uses single unit
packags drug distribution systems in which the
quantity stored is minimat and a missing dose can
be readily detected.

This REQUIREMENT Is not met as svidencad

by
Based on review of facility policy, cbservation,

CENTERS FOR MEDICARE & MEDICAID SERVICES OME NQ. 08380391
STATEMENT OF DEFICIENCIES 1) PROVIDER/SURPLIER/CLIA
AND PLAN OF CORRECTION & IDENTIFICATION NUMBER: ﬁiu;.zsm CaNSTRUCTION f@gg{gfg%ﬁ‘r
445300 B, WiNG 0311312013
NAME OF PROVIDER OR SUPPLEER GTREETADDRESS, CITY, $TATE, ZIP CODE
PO BOX 25 COFFEY LANE
Ew
RIDGEVIEW TERRAGE OF LIFE GARE RUTLEDGE, TN 87881
(x? [[o] SUMMARY STATEMENT OF RERCIENCIES 0 PROVIDER'S PLAN DF CORRECTION 7]
PREFIX (EAGH DEFICIENGY MUST BE PRECEDRD BY FLILL PREFIX {EACH CORRECTIVE ACTION SHOLLD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATIDH} TAG CRO2S.-REFERENCED TQ THE APFROPRIATE DATE
DEFICIENCY}
F 431 | Continued From page 12 F 431/ CORRECTIVE ACTION:
The Hydrocodone 5/500 mg was
The facifity must employ or obtaln the services of dis oszd of on 3/12/13 £
a ficensed pharmacis! who establishes a system P ek
of records of receipt and disposition of alt
controlled drugs in sufflclent detall to enable an RESIDENTS WITH POTENTIAL
accurate reconciliation; and determines that drug TO BE AFFECTED:
records are in erder and that an account of aj) XTI, -y fot
controlled drugs is maintained and periadically A_H control.led mh.mces requinng
reconciled. disposal will be dispoged of
according to facility policy.
Drt;uesllzd and bislagicals used in the facliity must be
ia in aecordance with currentiy accepted .
professional principles, and include the SYSTEMIC CHANGES:

Licensed nurses were inserviced on
3/26/13 by Staff Development
Coordinator on destruction of
controlled substances. Licensed
nurses will document on Controlied
Substance Record the method of
disposal when a controlled substance
must be disposed of.

MONITORING:

Audits of Controlled Substance
Records will be conducted monthly
by Director of Nursing/designee to
ensure documentation of controlled
substance disposal per facility
policy. Results of audits will be
presented by the Director of Nursing
and reviewed in monthly
Performance Improveinent (PI)
committee meeting for 3 months, 4/14/13
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KAty
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH OEFIIENCY MUST BE PRECEDED BY FULL
REGULATORY DR LSG IDENTIFYING INFORMATION)

TAG
DEFICIENCY)

IR FROVIDER'S PLAN OF CORRESTION ] 08
PREFIX {EACH CORRECTIVE ACTION SHOULD BE i compy
CROAY-REFERENGED TO THE AFPROPRIATE TATE

F 431

F 441
$8=E

The findings included:

10 help prevent the development and ransmission

Continued From page 13

and interview, the facility fafled to ensure a proper
disposal methad had heen followed for a
controlled substance,

Review of the facility policy Medization
Pestruetion no date revealed ™..Controfled
substances are washed down the tollet or sink..."

Obsaervation and interview on Mareh 12, 2013, at
11:03 a.m., in the 100 hall, revealed Licansed
Practical Nurse #1 disposed of a Hydrocodons
5/600 milligram In the sharps container on the
medication ¢art,

Interview with the Diractor of Nursing on March
12, 2013, at 1:30 p.m.. In the staff development
office, confirmed the facility failed to follow the
proper disposal methoad for a controllad
substance,

483.65 INFECTION CONTROL, PREVENT
SPREAD, LINENS

The fagliily must aslablish and maintain an
Infection Contral Program designed to provide a
safe, sanitary and comfortable environment and

of dlsease and infaction,

(a) Infection Control Program

The faclity must establish an Infection Contro!
Frogram under which it -

(1) Investigales, eontrols, and pravents infeclions
in the facility;

{2) Decides what procedures, such as isolation,
should be applied to an individual resident; and
{3) Maintains 2 record of incldents and comestive

F 421

F 441
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F 441 ; Continued From page 14 F 449 CO . ECTIVE {&CTIQN:
actions refated to Infottions Associates were inserviced on
A ) contact isolation procedures by Staff
{b} Preventing Spread of Infaction Devclopment Coordinator on
{1) When the Infection Gonlro! Program 3/11/13.
determines that a residant needs isolation to
prevent the spread of infection, the facllity must
isofate the rasident. ' MWMM
(2) The facility must prohibyit employaes with a TO BE AFFECTED:
}:ommunioahie disease ar infected skin IBSIOI;SIE Na other C. diff infections were
rom direct cortact with residents or their faod, i , ; 1
direct contact will transmlt the diseass. ' present in the facility.
{3} The facility must require staff to wash their
hands after each direct resident contact for which SYSTEMIC CHANGES:
hand washing is indicaled by accepted Facility associates were inserviced
professional practice. on 3/26/13 by the Staff Development
{¢} Linens Coordinator on facility C, diff policy
Personne! must handle, stare, pracess and and personal protective equipment
transport linens 8o as to prevent the spread of usage.
infection,
MONITORING:
) . Audits of residents in C. diff
E::;s REQUIREMENT Is not met as ovidencad isolation will be conducted initially
Based on review of faclity policy, abservation, and weekly by Staff Development
and Intarview, the facility failed to follow thalr Coordinator/ Infection Control Nurse
poliey on Clostridiuwm Diflclie (C. difﬁcllle) fqr until isolation is discontinued to
resl|dent (#148) of fourty-one reslident's reviewad. ensure personal protective equipment
The findings inclucded: is womn and handwashing procedures
are followed per facility policy.
Review of facllity PC’"B*‘ Glﬂﬂf;‘lil‘-ém D‘rll’ﬁclle. lest Results of audits will be presented by
revised on July 18, 2011, revealad "...gloves are ; "
worn to enter the room of a rasident who has the Staff Deze_lopmenltﬂCoordmato
diarrhaa causad by C. difficlle (a gastrointestional and reviewed in monthly
iritation and bacteria)...a gown Is neaded.. if Performance Improvement (PI)
substantial contact with the resident or committec meeting for 3 months, 4/14/13
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envirenmental surfaces I anflcipated..."

Resident #1468 was admitted to the faciity on
March 5, 2013, with diagnoses the included
History of Fractured Left Hip, Blood Loss Anemia,
Lectose [ntolerance, Dementia, Hypertension, C.
difficle, and Diabetes.

Observatlon on March 11, 2013, at 12:07 p.n., in
tha isolation room, revealed the Certifiad
Oceuipational Therapy Assistant retumed the
resident #146 to the room, assisted the resident
back ta bed, and exitad the room without wesring
glevas or washing harids.

Observakion on Mareh 11, 2013, at 1230 p.m,, in
the 300 hallway, revealad Certifled Nursing
Asslstant #1 entared the isolation room, axited,
and cantinued down the hall without cleaning
hands prior to contact with other residant's.

Cbservation on March 11, 2013, at 12:42 p.m., in
the isolation room, revealed laundry paraonnel
entered the isalation room, touched saveral kems
including furniture without wearing personal
protective equipment.

Interview with the Asslstant Director of Nursing
{ADON) on March 11, 2013, at 1:03 p.m., in the
ADON's office, confirmed glovas must be worn
at all fimes hy the staff while in the isolatlon room
and gowns must be waorn if contact with the
resident or efvironmental surfaces is anliclpated.
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